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       LEA:_________________________ 
 

Psychological Services 
 

Student:        Date:       
 
DOB:       School:       
 
Age:        Grade:       
 
Medicaid No.:       Student No.      
 
Diagnosis and code:       Clinician: ___________________________ 
 
 

Service Log 
 
 

Date Service Code  Units Notes Initials 
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
 
 
 
___________________________________________ 
Signature 

__________________________ 
Printed Name 
 
           


